Introduction
Recognized indications for the use of corticosteroids in advanced cancer (Walsh and Saunders, 1984) include raised intracranial pressure, spinal cord compression and hypercalcaemia. During the last decade experience in special palliative care units (Saunders, 1982) has forced a re-examination of traditional practices and prescribing in this area resulting in an extension of the established indications for the use of corticosteroids; we report a case illustrating one of these.
Case report
A 73-year-old female with ovarian cancer was referred to a hospice for palliative care because of 'terminal' chronic post-renal failure. Oophorectomy (accompanied by subtotal hysterectomy) 2 years previously revealed anaplastic ovarian carcinoma; during surgery the aortic nodes were found to be involved and subsequently a course of chlorambucil was given as well as radiotherapy to the lumbar spine and pelvis for painful bone metastases. Ten days before hospice referral, she was admitted to a general hospital because of an 18-month history of dyspnoea on exertion with recent onset of ankle oedema and episodic dysuria. At that time she was tachypnoeic, blood pressure 150/100 mmHg with marked generalized fluid retention. Haemoglobin was Her clinical condition deteriorated progressively, with oliguria and urea rose to 43-2 mmol/l, creatinine to 1309 ,umol/l, and the potassium to 6-6 mmol/l. Because she was severely symptomatic, dexamethasone, 4 mg p.o. qds, was begun in the hope of relieving ureteric obstruction by reduction of periureteric tumour-induced inflammation and oedema.
Within 12 hr, urine output increased and 48 hr after the dexamethasone was started was 2 1/24 hr. Her clinical condition improved markedly with clearing of the confusional state. After 4 days of dexamethasone, the plasma urea had fallen to 20-6 mmol/l. Improvement in her symptoms, general clinical condition and biochemical status was maintained such that, after 14 days, the plasma urea was 16-4 mmol/l and bicarbonate was normal. No intravenous fluids or diuretic therapy were used at any time during her hospice admission. The only drugs (other than dexamethasone) given were morphine, prochlorperazine and a laxative. She died 3 weeks after hospice admission; in the intervening time she put her affairs in order (and expressed gratitude for the opportunity to do so) and came to realize, discuss and accept her short prognosis. Post-mortem examination revealed metastatic ovarian adenocarcinoma involving the para-aortic lymph nodes with extensive neoplastic infiltration of retroperitoneal fat on the left side. There was bilateral acute pyelonephritis, bilateral pyohydronephrosis, left-sided extra-ureteric obstruction by tumourjust below the hilum and a left intra-renal venous thrombosis. The cause of the right-sided ureteric obstruction demonstrated on IVU could not be decided at post-mortem.
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Discussion
The pathophysiology of the uraemia was undoubtedly complex but primarily post-renal in origin. Corticosteroids are not thought to be beneficial in acute pyelonephritis and are of no known value in the chemotherapy of ovarian cancer (Cline and Haskell, 1980) . Symptomatic benefit followed the improvements in renal function and it is clear that these were due to the introduction of dexamethasone. The clinical history, radiological investigations, sequential biochemical changes and post-mortem findings suggest reduction in periureteric oedema with relief of post-renal obstruction as the basis for the clinical and biochemical improvement produced by the dexamethasone. 
